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A χ2 test for goodness‐of‐fit shows a significant departure from the expected 
d b ( 2 ) h ff f ll distri ution  χ (2) = 65.8; p<0.001 . However, t e e ect is o  sma to mo erate 
magnitude (φ = 0 240)    .
In comparison with the national sample the Healthy Halifax sample shows a          ,           
significant difference in the distribution of ethnic groups across the segments.                     
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Healthy Halifax segmentation profile by gender differed to the national profile, the Healthy Foundations toolkit [4]. Data was collected in two Male LFT Male LFT
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populations. The high number of Live for Today and Unconfident Fatalists in female              (quota sample based on ward demographics) by locally recruited 0% 50% 100% 0% 20% 40% 60% 80% 100%respondents could suggest poor family health in some households if the woman is the           ,       
staff Online completion was offered in addition to the paper 2 f f f h f f hmain decision maker [7]. .                  .  A χ test  or goodness‐o ‐ it s ows a signi icant departure  rom t e expected 
distribution (χ2 = 123 5; p<0 001) However the effect is of moderate magnitude
fid f li d i f d i ifi l i h l h
  (1)    .   . .  ,             
(φ = 0.440).
Uncon ent  ata st an  L ve  or To ay segments are s gn cant y greater  n t e Hea t y 
H lif d t d t th ti t d d i ti k d t ti fil Th I i i h h i l l h H l h H lif l ha ax  a a compare   o  e es ma e   epr va on s ewe  segmen a on pro e.  e 
synthetic estimates may underrepresent deprivation and ethnicity in the generated
n compar son w t  t e nat ona  samp e, t e  ea t y  a ax samp e s ows a 
significant difference in the distribution of males and females across the 5                 
profiles
                       
segments. .
Commissioning decisions and health intervention planning based on estimates may not                     
reflect and meet the needs of a locality. Demographically representative local lifestyle                       
surveys provide more localised and specific profiles.
The Healthy Halifax ward level segmentation profiles differ from one other, and from 
segmentation profiles of Healthy Halifax, Healthy Foundations national and estimates for 
Calderdale and the most deprivation quintile. Therefore generalising from national 
synthetic estimates and even a local sample to smaller specific populations may be an 
ecological fallacy and fail to capture the specific local profile and local needs.
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